
 

 

 
Sample of a Correctly Aligned UB-04 Claim Form 

 

 
     IM BILLING PROVIDER       JED1234 
     1 W. WILSON         03 765432   XXX 
     ANYTOWN WI 55555                                                                                                
     (444) 444-4444                                                                                               1234567890 
              555 ORBITING DRIVE, WESTHILL, WI 52345 
     MEMBER, IM A 
 

   07151955      F 
 
 
 
 
 
 
 
 

     550         XXXXX    MMDDYY 1      XXX  XX     DD 
     580         XXXXX    MMDDYY 1      XXX  XX     DD 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                XXX XX 
 

   MEDICARE 
   XYZ INSURANCE                XX XX 
   T19 MEDICAID            87654321 
 
   IM INSURED                                                       1234567890 
 

    
 
 

 
    XXXXX 
 
 

                      1D  12345678 
          PROVIDER  I.M. 
 
 
M-7 

 


